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Preface 


With regard to psychiatric classification and nomenclature all mental 
health workers should be bilingual: They should command both an 
international terminology and their own national or local professional 
language. 

The latter is necessary for the description of phenomena relevant to 
psychiatric work in the specific culture, which may influence diseases 
and create conditions seen nowhere else. In addition, the local language 
may comprise words that can describe some psychiatric states with 
greater precision than can be obtained by means of words contained in 
other languages. Psychiatry is a field of considerable difficulty, and 
speaking about psychiatric problems demands delicate use of all re- 
sources of the language one knows best. Yet, to convey one’s findings 
to others, an international professional language is necessary for psy- 
chiatry as well as for all other medical disciplines. Unfortunately, it is 
the fate of such international terminologies and classifications that they 
become subjects of criticism and cause severe dissatisfaction. Nobody 
can identify fully with them; concepts that seem necessary for many are 
lacking, and unfamiliar terms are introduced. These new concepts also 
cause anger: Why should that school be allowed to have some of its 
favorite concepts accepted, while some of our most useful terms are 
refused admittance? 

In this situation the best remedy is to improve understanding of the 
conceptual worlds of other psychiatric schools and of the historical 
origin of their concepts and terms. The present volume provides the 
bases for such understanding. As well, the historical accounts given 
offer exciting reading. 

Thus, for instance, the extremely complex origin of the Spanish cul- 
ture in general and Spanish medicine in particular, has made it natural 
for J. J. Lépez-Ibor to follow the roots of Spanish psychiatry—Arab, 
Greek, Roman—back to antiquity. In contrast, A. V. Snezhnevsky 
shows how a new classification and terminology of the major psychoses 
has developed within Russian psychiatry during a few decades, based 
on detailed studies of course and symptomatology. 

For non-Francophone psychiatrists who have looked upon French 
psychiatry with great respect but a minimum of understanding, P. 
Pichot’s chapter will be much welcomed for help. German psychiatry 
has had great impact on all other psychiatric schools, especially 
through its description of the endogenous psychoses: J. Glatzel’s ac- 
count shows how much German psychiatry has contributed in many 
other directions. 
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cluding concepts which are indispensable for work in developing coun- 
tries into any international classification. 

The rich and interesting material presented in this volume will un- 
doubtedly lead to more benevolent, understanding attitudes toward 
the difficult attempts at creating international psychiatric classifica- 
tions. This is of particular importance now that the 10th Revision of the 
International Classification of Diseases is about to enter into worldwide 
long-lasting use. 


Erik Stromgren 


Table of Contents 


Preface 
Editors’ Foreword 


1 Sources and Traditions of Psychiatric Classification: 
Introduction 


Norman Sartorius 


2 The Diagnosis and Classification of Mental Disorders in the 
French- Speaking Countries: Background, Current Values 
and Comparison with other Classifications 
Pierre Pichot 


3 Psychiatric Diagnosis in the German-Speaking Countries 
Johann Glatzel 


. 4 The Contemporary American Scene: Diagnosis and Classifi- 
_ cation of Mental Disorders, Alcoholism and Drug Abuse 


Gerald L. Klerman 


Fas 


ix 


Editors’ Foreword 


In the early 1960s, the World Health Organization initiated a major 
international program in order to stimulate research leading to an 
improvement of psychiatric diagnosis and to standardize strategies 
about mental disorders. The program brought together experts in psy~ 
chiatry and public health specialists from some 30 countries and pro- 
duced several important results over the years. It has facilitated the 
dialogue among representatives of psychiatric schools, and between 
them and public health specialists. It has developed, adapted or tested 
in an international setting joint ratings of videotaped interviews and 
other methods for the study of diagnosis in psychiatry. It has produced 
numerous proposals for the improvement of the classification of mental 
disorders, among which was the inclusion of a glossary describing the 
content of each of the categories grouping mental disorders into the 8th 
Revision of the International Classification of Diseases. A network of 
individuals and centers working on matters concerned with psychiatric 
disease classification was established [1, 2] and continued its existence. 

The next decade saw continuing growth of interest in psychiatric 
classification, perhaps in part stimulated by WHO’s efforts, but cer- 
tainly fueled by the burgeoning of research on new methods of treat- 
ment and by the growing number of contacts between psychiatrists 
worldwide. International travel became easier, psychiatric conferences 
mushroomed, and several international collaborative studies opened 
the doors to other worlds of psychiatry even further. Several national 
classifications accompanied by criteria of varying precision were pro- 
duced, aiming to facilitate understanding among scientists. Among 
these the efforts of the American Psychiatric Association embodied in 
the DSM III did the most to bring about a general acceptance of the 
need for agreed (operational) criteria and a comprehensive classifica- 
tion that can be used for various tasks within psychiatry. 

In the late 1970s, the World Health Organization, in collaboration 
with the US Alcohol, Drug Abuse and Mental Health Administration 
established an international program on classification and diagnosis of 
mental disorders, alcohol and drug-related problems [3]. This program 
Started with a series of workshops in which groups of scientists repre- 
senting different psychiatric traditions and cultures met to review 
available knowledge and identify areas for future research. The find- 
ings and recommendations of the working groups were reviewed in a 
major international conference [4], resulting in material and guidelines 
for future work. 


ze ____ Several of the recommendations of the conference led to major re- 
___ Search projects. A project involving centers in 17 countries was started 
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chiatric schools (or groups of schools) and presents them in this publi- 
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ill not 


will become less noticeable and less easy to maintain. This wl 
make the descriptions of views of the schools presen ted here epistemo- 
logically and historically less valuable. On the contrary, they will gee 
in importance because they will continue to remind us that much that 
was achieved could only be reached because of the contributions, Over 
the years, of many people and in many lands of this one world. 
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Sources and Traditions of Psychiatric 
Classification: Introduction 


Norman Sartorius* 


A classification is a way of seeing the world. It is the reification of an 
ideological position, of an accepted standard of theory and knowledge. 
Classifying means creating, defining or confirming boundaries of con- 
cepts. Through these, in turn, we define ourselves, our future and our 
past, the territory of our discipline, its importance and its exclusiveness. 
No other intellectual act is of such importance: If our classifications of 
things and people in the world around us were to collapse, the world 
would cease to exist as a coherent and organized whole and would 
become a nebulous agglomeration of rubbish—matter, people and 
things out of place. 

Classifications of diseases in psychiatry were at the center of interest 
not only among psychiatrists but also among lawyers, philosophers, 
taxonomists and many others even before psychiatry as a medical 

pline came into existence. In part this arose because the absence of 
sical signs and laboratory abnormalities in many psychiatric dis- 
ers makes psychiatric disorders much more dependent on the con- 
of what as a She = ae Be is i Nokiial, what i is deter —— is 


Norman Sartorius 


; ific CAUSES, * Ra ai 
diseases, with spec nviction—preach the é 
definable as 1S if ‘ust Ss much co a sia specific to cause | 
come; Sari are responses that : “iassifies disease entities 
sychiatric pro ‘ate to a system tha h durine th 
herefore not appropria ‘nent in the 1960s, researc ring the 
as ite of its promise, 50 wae idence that could help to create 
ae vaeieadles failed to provide 243 chiatry. Syndromes—such 
ast two d disease entities 1n psy 


disease concepts an dely used, and most at- 
‘zophrenia or depress! ‘nical symptoms, specific 

as ot vreate coherent links between clinical symp y 

tempts to 


athogenetic mod : wa 
apr taens ndings that the neurosciences, relying on apparatus of 


ever-increasing sophistication, have produced (ee a aie 4 
the brain have not been accompanied by any signiticant advance in the 
understanding of ways in which structures or processes in the brain are 
translated into mental functioning, or on how brain relates to mind. In 
part this was because new methods of investigation appeared so 
rapidly that there was a delay in the accumulation of data necessary to 
define limits of normality for the findings of such investigation; in part, 
however, this was also because of the growing distance between the 
neuroscientists, clinicians and epistemologists. 
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Introduction 


The improvement of communication with psychiatrists ae a. 
World countries and an increase in respect for what they have to 54} 
has, among other results, brought out the unresolved issues In pSyC°™ 
atric classifications in the industrialized countries. One of those, 101 
example, is the issue of classification of acute psychoses—the frequent, 
undifferentiated conditions with reasonably good prognosis which 
make up a large proportion of all emergency admissions to psychiatric 
facilities and which seem almost to fit descriptions of a variety of 
conditions, such as psychogenic psychoses, cycloid psychoses and re- 
active psychoses. Another issue is the classification of conditions with 
somatic presentation usually bypassing psychiatric services. Yet a fur- 
ther one is the personality disorders whose degree of abnormality 1s 
very dependent on prevailing sociocultural norms and on our views 
about the likelihood that personality traits can be changed in time or 


by intervention. 


The organization of helping agencies and arrangements for care have 
in recent years led to a decrease in agreement on classification. The 
growing diversity of services, for example, and the increasing separa- 
tion between systems that administer them led to the development of 
different “service languages.” General health care personnel now deal 
with many mentally ill people and develop classifications they find 
easy to use. The growing complexity of health insurance accounting has 
led to a language and classification that is used and useful within that 
system, but that can be only partially linked to classifications used in 
health services. Classifications and language conventions for a variety 
of other purposes and for different social service sectors have mush- 
roomed in many countries and serve well in practice. Unfortunately, 
the mushrooming of jargons and classification schemes has not been 
paralleled by efforts to ensure that they can be translated into a refer- 
ence classification. As a result, in many settings the same condition 
changes labels as patients pass through health care, research and social 
welfare facilities, and any attempt to pool information from different 
systems becomes an expensive utopia. At the same time, the develop- 
ment of long-term care in a complex health and social service system 
has brought with it the need to produce classifications reflecting ade- 
quately the many characteristics and requirements of the individual 
entering the system. Multi-axial classification schemes have made a 
major contribution in this respect; but even where they are applied 
significant unanswered public health and practical needs remain. The 
number of patients, for example, who have several impairments and 
diseases—all encodable on the same axis and all relevant to care and 
outcome—is constantly increasing because of longer life expectancy in 
general, better chances of survival and improved diagnostic possibili- 
ties; ways of classifying the multitude of problems in an individual 
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given to public health agencies in many industrial countries led a 
sharp decrease of interest in work on classifications among public- 
health-oriented psychiatrists. Paradoxically, the leadership in classifi- 
cation research has thus shifted from psychiatrists with a main interest 
in public health to those engaged in treatment research. 

In many countries, national societies have undertaken and 
completed revisions of their classification. The most spectacular of 
these is the classification proposed by the American Psychiatric Asso- 
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makers. This would have been a pity at any time, but in ihe sot b nd 
it is a major menace to further progress of scientific discovery anc 
peers 2) ide. Technol of communication and 
improvement of care worldwide. echnology in sniteiastiid 
computing now makes it possible to pool vast quantities or dé a < 
thus detect trends and regularities that have not been accessl i. 
discovery or analysis ever before. Without a common language t seh 
technological advances cannot be employed. The heightened prior1 ‘ 
and visibility of mental health services requires an efficient aysien 2 
monitoring its function; for without a common usage and un ¢ 
standing of terms such an evaluation is meaningless. The rapid devel- 
opment of treatment techniques requires their continuous assessment 
which is unthinkable without an agreement on diagnosis and assess- 
ment of change. 

These considerations were among the reasons for launching a major 
project on diagnosis and classification in 1980. This international effort, 
sponsored jointly by WHO and ADAMHA, started with an intensive 
review of the present state of diagnosis and classification, identifying 
gaps in knowledge and defining priorities and methodological require- 
ments for multicenter research to overcome them. It continued by the 
implementation of several major international studies, aiming to pro- 
duce assessment instruments that will be applicable in different cul- 
tures, glossaries, classification proposals, and reviews of knowledge 
relevant to diagnosis and classification. 

A number of results from this project are already available. Networks 
of centers in some 30 countries, for example, collaborate in the testing 
of several instruments suitable for cross-cultural application and allow 
a comprehensive and reliable assessment of the mental state of patients 
in different countries. Lexical descriptions for psychiatric terms have 
been developed on the basis of contributions from experts from around 
the world. Numerous consultations with creators of national psychi- 
atric classifications seem to offer hope that these classificatory systems 
will be translatable into an international reference classification. 

The experience obtained in the project so far is rich and allows more 
rational priority setting in research on diagnosis and classification. It 
also allows—combined with results of trials of the 10th Revision of the 
International Classification of Diseases currently in process in 195 cen- 
ters in 55 countries—to define principles that should govern the shape 


and content of a classification offered for universal use. Such a system 
should: 


1) be based on points of agreement among mental health professional 
and between them and other users of the asain: Rte 


2) be sufficiently simple and understandable to allow eas 
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5) be rather conservative and theoretically unenterprising SO aS to re- 
main attractive or at least acceptable to a wide variety of people of 
different orientations and knowledge; 

6) be stable and abide by the rule that changes can only be introduced 
when sufficient scientific data have become available to support the 
change and facilitate its acceptance; 

7) take into account languages into or from which the classification will 
be translated; 


8) preserve a certain amount of continuity between successive revi- 
sions, for economic and scientific reasons. 
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The Contemporary American Scene: 


Diagnosis and Classification of Mental 
Disorders, Alcoholism and Drug Abuse 


Gerald L. Klerman* 


I, Introduction: Psychopathology Revitalized 


This paper describes the current American psychiatric scene with re- 
gard to the diagnosis and classification of mental disorders, including 


Eteeholism and drug abuse. 
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The renaissance of diagnostic and nosological i, oe a 
States was accompanied by a division over the balance o pen ific an 
humanistic aspects—a dilemma that exists for all medicine: while the 
unit of scientific interest is the disorder (or illness), the unit of clinical 
practice is the individual patient. Put another way; medicine studies 
diseases, but treats patients (Klerman, 1977; Illich, 1976). an 
This tension has contributed to continuing controversy and criticism 
of psychiatric diagnosis. Practitioners have complained that existing 
classifications hinder clinical practice in at least two ways. First, diag- 
nostic categories are inadequate for understanding the complexity of 
individual patients and for clinical decision making. For example, it is 
argued that in evaluating the need to hospitalize suicidal patients, in 
addition to knowing whether or not the patient is depressed or psy- 
chotic, it is also necessary to assess personality aspects, such as the 
patient’s impulsivity or degree of self control, as well as to have an 
adequate understanding of that patient's life circumstances, particu- 
larly current stresses, family and income, and social supports. Second 
clinicians have claimed that assieni i : Ss : 
ta.depersonalizationcand ek ao patients to categories contributes 
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The Contemporary American Scene 


The DSM-III has generated con troversy both within the United States 
and between U.S. psychiatrists and those from other countries, many 
of whom follow the World Health Organization International Classifi- 
cation of Diseases (WHO-ICD; WHO, 1980; Skodal, 1982). 


Purpose of This Paper 


This paper examines the diversity of the contemporary American psy- 
chiatric scene against a background of some of the major forces—his- 
torical, social and scientific—that have shaped its activities, formed its 
theories and provided impetus for research and clinical advances. This 
examination begins with a conceptual perspective from which to view 
the diversity that characterizes U.S. psychiatry (Section II), followed by 
an overview of the historical contexts from which multiple schools of 
psychiatry emerged (Section III); post-World War II developments and 
advances leading to current emphases on empirical psychiatry are 
described. Section IV presents the origins, tenets and proponents of the 
major contemporary schools of American psychiatry, focusing particu- 
larly on their views of diagnostic and nosologic efforts. Section V 
addresses the approaches of the contemporary schools to selected men- 
tal disorders, with primary emphasis on research efforts. Section VI 
concludes with identification of future trends. 


II. The Diversity of American Psychiatry 


Early in the history of psychiatry in the United States, different em- 
phases emerged for the study and treatment of mental disorders; the 
biological organism, mental processes (conscious and unconscious), the 
societal and institutional setting for care and socially adaptive be- 
havior. While the dominance of these emphases has fluctuated at dif- 
ferent times, they have provided the basis for the growth of multiple, 
competing schools, each of which, in turn, has developed its own 
theoretical, research, clinical and treatment framework. 

It is important to recognize that, in the United States at the present 
time, no school is dominant. Currently, the American psychiatric pro- 
fession has multiple scientific sources that draw on specialized knowl- 
___ edge within its own broad sphere, ranging from psychoanalysis to 

__ Psychobiology, as well as on related disciplines of neurobiology, psy- 

chology and epidemiology. The diversity characterizing the American 
professional scene is manifested in considerable ferment and rivalry 

1g the alternative schools. The extent of this diversity has been 
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atric schools: a biological (or organic) school, a psyc — psy 
dynamic school and an emerging social /psychiatric school. - 

Table 1 identifies the five schools most relevant, in this author s view, 
to the current American psychiatric research scene in regard to diagno- 
sis and classification issues. 
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Table 1. Contemporary American schools of psychiatry. 
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in fact, at times critical of the medical model and have often been allied 
on an antidiagnostic position with the antipsychiatry movement. 


Ideological Aspects of Schools of Psychiatry 


Reference to “schools” of psychiatry in the United States focuses on 

internal divisions reflecting the different beliefs and cognitive views 
| and practices within the profession. However, it is readily apparent 
that the ideas and views of these various “schools” are strongly held 
by their proponents, so much so that discussion of scientific and pro- 
fessional issues among psychiatrists is often attended by dispute, dis- 
sension and acrimony. The sociological concept of ideology is useful to 
describe the complexity of the American psychiatric scene more specifi- 
cally. 

Although most prominently explored and applied in the fields of 
social, economic and especially political theory (Mannheim, 1936), the 
concept of ideology has been useful in understanding the processes of 
cohesion and fragmentation in professions (Strauss et al., 1964; Armor 
& Klerman, 1968). In the field of psychiatry, a professional ideology 
may be said to consist of four components: cognitive, descriptive or 
) tive, emotive, and social and affiliative. 
ychiatric schools often become “movements,” involving not only 
ibers of the profession, but intellectuals, journalists, legislators 
's outside the profession allied with a school’s particular 
thus, we identify a “psychoanalytic movement” or a “commu- 

al health movement,” whereas, in other branches of medicine 

1, if ever, refer to a “surgical movement” or an “epi- 
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The 18th and 19th Centuries 


inted out, the conception of mental disturbances 
as “illness” was a creation of Enlightenment thinking of the late 18th 
century. It is not that insane persons or public institutions for their care 
did not exist before this time; rather, the needs of the mentally ill had 
been seen until this time as the sole responsibility of law-enforcement 
agencies or of the church—not of medical specialists and public health 
administrators. This movement parallels the birth of psychiatry under 
the leadership of Pinel, who became the first medical superintendent of 
Salpetriere. Salpetriere—involved in the production of saltpeter in the 
17th century—was converted first into a hospital for indigents and a 
few years later into an asylum for madwomen. After a century under 
political supervision, Pinel, in 1795, unchained the insane and treated 
them as mentally ill—not as “animals.” 

The notion of “medical illness” was part of the rational, naturalistic 
approach to human behavior of Enlightenment thinking. Thus, at the 
beginning of the American Republic, treatment of the mentally ill was 

of the new nation, particularly 
of Benjamin Rush, a signer of the 
first American physician to write 
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to structure that “moral” environment. In the 1950s, this focus on the 
oo. was evident in the treatment approach known as 
the ag tb —.. During both historical periods—the “moral treat- 
ment” era of the mid-19th century and the “milieu therapy” era of the 
1950s—the attempt was to create an institutional environment that 
could support and encourage the rationality of patients and their inher- 
ent capacity to recover. 

In the second half of the 19th century, the moral treatment movement 
declined in vigor and fell into disrepute. Mental hospitals became 
overcrowded and increasingly custodial. Various explanations have 
been given for these changes. Bockoven (1963) attributes much of the 
decline to the adverse consequences of increasing numbers of Irish, 
Italian and German immigrants, who overwhelmed and overtaxed 
public agencies, and the concomitant antipathy of the dominant popu- 
lation to expend monies for services to these “alien” populations. Roth- 
man (1971) also notes the change in demographic character of the 
patients for which moral treatment had originally been intended. In 
addition to large immigrant populations, ever-increasing numbers of 
asylum patients were chronically medically ill and senile, which 
heightened the tendency toward custodial rather than therapeutic ef- 
forts. 

The decline in moral treatment was associated with growth of bio- 
logical theories. Social Darwinism flourished, mental illness was re- 
ded as the inevitable result of “degenerative” process—a view that 

to pessimism among professionals, justified “benign” neglect, and 
d emphasis from the therapeutic potential of hospitals to cus- 
sm. In scientific areas, social Darwinism led to a strong interest 
advances in biology. Activities in bacteriology and pathol- 
d from French and German laboratories were increasing. 
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manifestations of idiocy became apparent soon after a ” in 
early development, whereas insanity occurred in le om a io 
apparently normal development during childhood and adolescence. 


2) Awareness of the relationship between life circumstances and mental illness. 
The frequency of “nostalgia” as a medical diagnosis was commented 
upon during the Civil War by many physicians in the Union Army, 
who observed the symptoms of sadness and grief of young soldiers 
separated from their homes and families. 


3) Description of the new diagnostic category of “neurasthenia.” Referring to 
this condition as a disease of American civilization, Beard (1880) 
described what he believed to be an epidemic of fatigue and weak- 
ness, brought about by a rapid urbanization that was “exhausting the 
nervous system” and causing “weak nerves.” A uniquely American 
categorization, Beard’s concept of neurasthenia was popular and 
provided an apparent neurologic explanation for many bodily and 
psychological complaints. This theory underlay the work of the neu- 
rologist, S. Weir Mitchell (1894), who proposed the therapeutic “rest 
cure” in which the patient was removed from the family, usually to 
an isolated rural setting, where rest and rich foods were prescribed 
and justified by the need to replenish a “weak” nervous system. 


Implicit in this diagnosis and therapy w ; ca: 
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medical practice in the latter half of the 19th o (1973 
has estimated that about five percent of the eae me 
mostly female, was addicted to opiates during this time. The ongoing 
effect of morphine addiction upon family life is dramatically depict- 
ed in Eugene O’Neill’s powerful Long Day’s Journey into Night, in 
which the mother’s readdiction precipitates a family crisis. 


The Beginning of the 20th Century 


Most observers of the history of American psychiatry are in agreement 
that the field reached a low point at the end of the 19th century. The 
optimism of the moral treatment movement had given way to social 
Darwinism and custodial practices. In addition, very little research was 
being conducted, and practitioners attracted to psychiatry seemed to 
many observers to be of lesser quality than in other fields of medicine. 

Some of the most telling aspects of this decline were captured by the 
neurologist S. Weir Mitchell’s lecture to the medical superintendents at 
their 50th annual meeting in 1894 (Rothman, 1980). An avowed critic 
of the asylums, he viewed the institutions to be failures as custodial, 
rehabilitative or teaching settings. Institutions that provided only cus- 
todial care could not further the scientific progress of the psychiatry 
profession: “Where,” Mitchell asked, “are your annual reports of scien- 


tific study, of the psychology and pathology of your patients? ... Want 
____ of competent original work is to my mind the worst symptom of torpor 
_ the asylums now present.” He told his audience that so long as “you 


nduct a huge boarding house . .. what has been called a monas- 
of the mind, you will be unable to move with the growth of 
, and to stud 
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y American psychiatry has 


‘ -centur 
The influence of Adolf Meyer on 20th-ce eeesenan speaking, 


been profound and paradoxical (Klerman, : 
eaaaied in Switzerland, France and England, and trained as a pathol 


ogist, Meyer was part of a small group that ~ Saas — 
European techniques of neuropathology to America. He also helpe 
introduce Kraepelin’s concept of dementia praecox to the U.S. academic 
psychiatric community. Yet, once in the United States, he was strongly 
influenced by American pragmatism, social psychology and mental 
hygiene. 
aeansee the time of his arrival in the United States in 1892 as pathol- 
ogist at the Kankakee State Hospital in Illinois and 1913, when he was 
appointed director of the Henry Phipps Clinic at Johns Hopkins, Meyer 
rose to a position of major leadership in American psychiatry. During 
these decades, Meyer absorbed the ideas of William James, founder of 
the first American school of philosophy, the social psychology of G.H. 
Mead and C.H. Cooley at Chicago, and the new psychotherapy of 
Morton Prince at Harvard. He wrote his comprehensive and scholarl 
ae of Kraepelin’s concept of dementia praecox, strove to hai 
sy 1 iad what A eee rondene the cope of poh 
e “Civi icy ” 
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from a deterioration of habits due in part, at least, to the clashing o! 
instincts and to progressively faulty modes of meeting difficulties” 
(Meyer, 1950-1952). 

Meyer was the first professor of psychiatry at Johns Hopkins Univer- 
sity, which was organized following the reforms recommended by the 
Flexner Report. The Report emphasized research, professional special- 
ization, scholarship and full-time faculty, and became the model for 
American medical schools. The few other academic centers of psychi- 
atry that emerged after World War I were most often led by students 
of Meyer, such as Campbell at Harvard and Diethelm at Cornell. It was 
through the influence of his students that Meyer’s contribution is most 
lasting; particularly the social psychiatric epidemiology efforts of Lem- 
kau, Rennie, Leighton and others, who amplified Meyer’s general ap- 
proach to identify social factors that generate mental illness and mental 
retardation in specific communities, were important. 

In addition to research in social epidemiology, Meyer influenced the 
mental hygiene movement, the modification of Freudian psychoanaly- 
sis and the emergence of the interpersonal school of psychotherapy. His 
students dominated the leadership of academic psychiatric centers 
until well after World War II. Many of the American contributions to 
psychiatry in the 20th century were the consequence of Meyer’s ap- 
proach, and in many important respects he presaged and effected the 
diverse directions of the multiple schools on the contemporary Ameri- 
can scene. 


World War II and Its Consequences 


World War II had a major impact upon American psychiatry. The 
experience of the Selective Service System and of the military led to a 
greater public awareness of the extent of mental illness and mental 
retardation. World War II led to increasing optimism concerning the 
treatment of mental illness. 

A group of social scientists within the U.S. Army, led by Samuel 
Stouffer (1950), developed scales and tests to measure anxiety, satisfac- 
tion, fatigue and other psychological states among army personnel. 
With these methods, they studied the relationship of the stress of 
combat upon susceptibility to breakdown and psychiatric disease. 

After World War II, many of the social scientists involved in military 
research on stress and performance became active in psychiatric re- 


search and continued to study stress and its health consequences. Their 
focus shifted from the stress of combat and the threat of death to the 


less dramatic stresses experienced in civilian life, such as poverty, low 
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issociative states. . 
che mss influential American efforts to describe hee 
war neuroses were the reports by Grinker and Spiegel in the Nort 
African campaign. In their book, Men under Stress (1 945), they described 
the use of intravenous amytal to promote therapeutic abreactive reac- 
tions. Although these reactions were dramatic, subsequent research by 
Glass (1955) indicated that this treatment produced only a relatively 
low rate of return to active duty. Subsequently, the U.S. military mod- 
ified its psychiatry program, resulting in far less psychiatric disability 
and morbidity during the Korean and Vietnam Wars. 

Brief psychotic states (called “three-day schizophrenia” or “ten-day 
psychosis”) were also reported. These observations seemed to contra- 
dict the conventional views of schizophrenia, which emphasized its 
chronic nature. Although there were many clinical reports of brief 
siettigahs psychotic states, whose onset seemed to be related to the 
ater a anal Bees (1955) demonstrated that while the diagnoses of 

ctuated with combat and occasional transient psychotic 
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Post-World War II Developments 
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nity mental health center movement and 
techniques and other new forms of psychotherapy. In addition, the past 
decade has witnessed a neo-Kraepelinian revival whose adherents con- 
sist of a small but energetic group of researchers who began applying 
statistical and psychometric methods to clinical description and diag- 
nosis, strongly influencing the development of DSM-III. 


the emergence of behavioral 


Community Mental Health Movement 


After World War II, mental health issues became matters of national 
concern. The high rates of mental retardation and emotional and men- 
tal disorders reported by Selective Service examinations and the large 
numbers of psychiatric casualties in the military had attracted public 
attention during the war. During the post-war period the public was 
alerted to the mental health needs of the large number of veterans and 
the alarming increase in patients in mental hospitals. In 1950, one half 
of all hospital beds in the United States were in mental hospitals. 

This public concern resulted in the creation in 1955 by Congress of 
the Joint Commission on Mental Illness and Health. Its 1961 report, 
Action for Mental Health, called for major reform of patterns of care for 
the severely mentally ill. The impact of this report was apparent in 
President Kennedy’s 1962 message to Congress, which laid the ground- 
work for 1963-1965 legislation creating the Federal program of commu- 
nity mental health centers. 

During the 1960s and 1970s, Federal leadership and funding con- 
tributed to major expansion of community mental health facilities and 
of professional personnel. Utilization rates increased fourfold in two 
decades as ever larger segments of the general population sought help 
from mental health professionals. Considerable debate ensued over the 
extension of psychiatry into community problems and social issues 
beyond the traditional scope of psychiatry as a medical specialty con- 
cerned with patients with diagnosable disorders. 

As in the Jacksonian era of the 19th century and in the Progressive 
era of the early 20th century, the expansion of psychiatric activities in 
the United States in the period of the expansion of the welfare state 
during the 1960s was strongly influenced by national social and politi- 
cal forces. These influences were reflected in differences of theory and 
Practice inside the profession as well as controversy in academic and 
public policy areas concerning the proper role of mental health in the 
larger social order. 

The Federal community mental health program expanded services to 
___ large numbers of persons not previously reached, especially children, 
‘the elderly and the poor, while also attempting to initiate prevention 
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The Antipsychiatry Movement 


an antipsychiatric movement emerged in 


the United States, with parallel developments in J ai aii 
France and Germany. The polemic of 5zasz (1961) on the “myth” of 
mental illness, Laing’s (1971) writings rooted in Sartrian existentialism, 
and Rosenham’s study of “pseudopatients” (1973) proved influential in 
many legal and academic circles. . 

It is interesting that this movement garnered support in the United 
States during the decades when psychiatry was pressing far beyond its 
traditional bounds, especially in community mental health. Although 
major activity in psychiatry was more directed at this time at program- 
matic, social and political goals, concern arose over the extension of the 
mental health profession into social areas where, it was felt, psychiatric 
expertise could not be justified. 

_ The antipsychiatry writers had a strong influence on the general 
intellectual thought during the 1960s and 1970s, particularly among 
sociologists and psychologists, many of whom, known as “labeling 


theorists,” were important teachers j j i 
er ; ers In major American universities. 
Within this framework, mental illness 
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Respect for psychiatric expertise in legal, legislative and public opinion 


arenas was often diminished by critics calling into question the reliabil- 
ity and validity of diagnoses of mental disorders. 


New Directions in Psychopathology 


In the late 1950s there was a growing awareness among clinicians and 
researchers that the absence of objective, empirically based methods for 
describing psychopathology was limiting research efforts. Much of this 
concern appeared after the introduction of new psychopharmacologic 
agents and the need to assess their efficacy by controlled clinical trials. 
Many rating scales were developed in response to this need, including 
those by Lorr (1962), Hamilton (1960) and Overall (1962). Self-report 
instruments, such as the Hopkins Symptom Checklist (HSCL) (Derogatis 
et al., 1973) and the Profile of Mood States (POMS) (McNair, 1971) were 
also formulated. In addition, specific scales for depression and for 
anxiety were developed by Hamilton (1960), Beck (1969) and Zung 
(1965), among others. 

These new advances in clinical psychopathology drew upon existing 
psychometric methodologies, particularly those developed for edu- 
cational testing, and the new statistical techniques, including factor 
analysis and other multivariate methods. The availability of high-speed 
electronic computers in the early 1960s made possible the application 
of many statistical procedures previously too laborious to be under- 
taken manually. 

In the 1950s and 1960s, these methods were applied to the descrip- 
tion of symptoms of patients entering clinical drug trials and to assess- 
ment of the multidimensional nature of change produced by 
therapeutic intervention, particularly new drugs and community pro- 

ams. 

Beis the 1970s, psychometric methods were applied to problems 
of reliability and validity of categorical diagnostic categories. In this 
effort there has been a convergence of the neo-Kraepelinian approach 
(Robins & Guze, 1970, 1972), which emphasizes the importance of 
multiple classes of psychiatric illness, with the research methods and 
techniques of psychometrics and biostatistics. The first products of this 
collaboration were the Research Diagnostic Criteria (RDC) and the Schiz- 
ophrenia and Depression Schedule (SADS) developed by Spitzer, Endicott 
and Robins (1975) as part of the NIMH Collaborative Psychobiology of 
Depression Project (Katz & Klerman, 1979). The RDC provided a com- 
pendium of operational criteria for 22 diagnostic classes. Based on the 
general approach of Robins and Guze (1970, 1972) and the Washington 
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iagnostic categories were also begun, based on pr inciples articu- 
ao Guze (1970) and Robins (1977), which emphasized aide 
validation by correlation with laboratory studies, follow-up of clinical 
course and outcome, family and genetic associations, response to treat- 
ment, and social and economic factors. 


The Neo-Kraepelinians 


During the 1970s, a small group of neo-Kraepelinians emerged in 
American psychiatry and had major impact on research activity in 
psychiatric academic circles (Klerman, 1977) The neo-Kraepelinian 
point of view includes a number of normative propositions: 

1) Psychiatry is a branch of medicine. 


2) Psychiatric practice should be based on the results of scientific 
knowledge derived from rigorous empirical study (as contrasted 
with discursive and impressionistic interpretation). 


3) A boundary exists between the normal and the si ; é 
ary can be delineated reliably, © sick and this bound 


4) Within the domain of Sickness, discrete mental illnesses exist and 
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8) Departments of psychiatry in medical schools should teach 
criteria and not deprecate them, as has been the case for many 
years. 


9) Research efforts directed at improving the reliability and validity of 


diagnosis and classification should use advanced quantitative re- 
search techniques. 


10) Research in psychiatry should use modern scientific methodologies, 
especially from biology. 


As is clear from these highly prescriptive propositions, the Neo- 
Kraepelinians were not interested in describing current psychiatric 
practice; they wanted to change it. Although the Neo-Kraepelinians 
tend to research genetic hypotheses for mental illness, a categorical 
approach is not, in my opinion, necessarily unique to biological psychi- 
atry. For example, Freud and many of his early followers, such as 
Abraham (1927) and Glover, proposed a classification of mental illness 
based on psycho-sexual stages of development. In current research 
practice, however, most Neo-Kraepelinians emphasize the biological 
bases of mental disorders, and, as a group, they are neutral, ambivalent 
or at times even hostile to psychodynamic, interpersonal and social 
psychiatric approaches. 

Theoretically, the concept of separate syndromes is compatible with 
behavioral and social psychiatric approaches. The writings, research 
efforts and clinical practice of the small but influential group of Neo- 
Kraepelinians in the States nevertheless remains closely identified with 
the biological school—part of a general trend in American psychiatry 
toward greater integration with general medicine. Although the impe- 
tus for this trend has come from several sources—professional, scien- 
tific, ideological and economic—one consequence has been a greater 
concern for the medical identity of U.S. psychiatry. 

The initial statement of the Neo-Kraepelinian point of view appeared 
in the introduction to the textbook, Clinical Psychiatry, by Mayer-Gross, 
Slater and Roth, published in Britain in 1954. Strongly critical of psy- 
choanalysis, psychotherapy, and social psychiatry, this book was a 
Tesounding and aggressive reaffirmation of the traditional Kraepelin- 
ian approach. In the United States, Neo-Kraepelinian activity origi- 
nated at Washington University/St. Louis. Its early spokespersons 
were E. Robins, George Winokur and Sam Guze. Winokur has been 
active in familial-genetic studies of affective disorder, and Guze is best 
known for his research with Briquet’s Syndrome and the reformulation 
of the category of “hysteria.” 

One impetus for these diagnostic efforts derives from psychophar- 
Macology research and practice. The patterns of response to the major 
Classes of therapeutic drugs has been striking in the degree to which 
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theorists. One of the main arguments put forth by the critics of psychi- 


atry was the apparent low reliability of psychiatric diagnoses and the 
ies. In response to this criticism, Success- 


lack of validity for the categorl 
ful efforts were undertaken to better understand the sources of unrelia- 


bility, and they have been located and analyzed: Efforts have been 
made and are continuing to be made to overcome reliability obstacles. 
For example, Fleiss, Spitzer and associates (1972) applied the statistic 
“kappa” to measure more accurately the degree of concordance among 
diagnosticians. In addition, training techniques have been developed 
using videotapes and case vignettes to aid in applying DSM-III oper- 
ational criteria more precisely. 


IV. The Contemporary Schools of American 
Psychiatry 


The previous sections of this paper have described the major scientific 
> Social forces within the profession and from the larger society 
eading to the emergence of multiple schools of American psychiatry. 


men oe a major schools are now discussed with regard to their 
8 | background and scientific orientation, and their specific posi- 
tions vis-a-vis diagnosis and classification of disorders P p 
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scientific fields whose ‘methods were quickly applied to psychiatric 
ilInesses, often with striking success. sites ie 

The tenets of the biological school were codified in the successive 
editions of Kraepelin’s influential textbook (1919), which incorporated 
general principles for classifying mental disorders on the basis of eti- 
ology. Kraepelin also delineated dementia praecox and manic-depres- 
sive psychoses. 

After the discoveries in 1911 that the Treponema organism was 
responsible for CNS syphilis, and in 1921 that pellagra was due to a 
deficiency in vitamin B6, the field of biological psychiatry went fallow: 
New discoveries were uncommon and scientific work became undistin- 
guished. At the same time, the available somatic treatments seemed 
inhumane, with many biological psychiatrists showing an overenthusi- 
asm for interventions such as colostomy, adrenalectomy and excision 
of teeth, justified by notions of autoinfection and other unsubstantiated 
theories. Psychosurgery was performed widely without adequate evi- 
dence as to its efficacy or safety. By the end of World War II, biological 
psychiatry had become identified with therapeutic insensitivity and 
scientific mediocrity. 

A resurgence of biological psychiatry occurred in the mid-1950s with 
the development of new psychopharmacologic agents, particularly the 
phenothiazines, the effects of which were to create a therapeutic revo- 
lution and to change the nature of psychiatric institutionalization. With 
the development of lithium, the tricyclics and MAO inhibitors for af- 
fective disorders, wide, controlled testing of these agents in clinical 
practice was begun. 

Efforts of laboratory investigators to understand the mode of actions 
of the new drugs witnessed a renewed interest in relating psychiatry to 
neurobiology. The U.S. leader of these investigations was Seymour 
Kety and his associates at the NIMH Intramural Program at Bethesda, 
Maryland. 

Techniques from enzymology, neuropharmacology, neurophysi- 
ology and neurochemistry were rapidly employed to understand the 
CNS action of the new psychotropic agents and to elucidate possible 
biological abnormalities in schizophrenic, manic-depressive and other 
patient groups. 
hiatric genetics, following upon the discover- 
opened up an additional area of investigation 
Of the etiology of psychiatric illness. Kety and his associates were the 
leaders in these explorations as well. Their elegant Danish cross-foster- 


Gerald L. Klerman 


112 | 4 
macologic agents stin 


for diagnostic subclas: 
sion has been fo 

ous depres é 

e of endogen pts are NOW leas 


d attem re n¢ erway to 
cal depressions” that respond to 


se psychophar 


ic effi the 
therapeutic efficacy of Se eesponse 


search for clinical predicto 
example, he nse fo tricyclics, and 
ak rec riteria for “atyp! 
develop diagnostic ¢ 
MAO inhibitors. hopathological features have had considerable 

Although clinical psychop to drugs, the almost total reliance on 
utility in predicting response ‘ ations for clinical decisions has 
behavioral and symptomatic Obse text of this dissatisfaction, current 
prompted dissatisfaction. In the conte ee increasing. 
efforts to develop biological laboratory ests < * - 

ime, the biological school in psychiatry 1s Closest to 

} nt ite lees teeyssone medicine. Its proponents are a minority 
bert sige ektane in the United States, based on surveys of the 
self-defined identity of psychiatrists, with a higher proportion in aca- 
demic and research settings (Armor & Klerman, 1968). Although Its 
adherents are relatively few in number among clinicians, the quality of 
research in biological psychiatry and the promise of future knowledge 
have been dramatic. Increasing evidence for the efficacy of psychophar- 
macologic agents, based on results of controlled clinical trials, has 
produced a greater willingness of practitioners to use drugs in the 
treatment of patients who previously would have had recourse only to 
much less rigorously tested somatic treatments or to some form of 
psychotherapy. These accomplishments have captured the imagination 
not only of psychiatrists, but also of other physicians, mental health 
professionals, the public-at-large and government policy makers. 


The Emergence of the Psychoanalytic School 
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Jleading psychologists and psychotherapists of the time, most particu- 
larly William James and Morton Prince, accepted Freud’s theories of 
infantile sexuality and repression as they sought to understand more 
fully the nature of psychological conflict. The intellectual network that 
included James, Prince, Boris Sidis, the neurologist James Jackson Put- 
nam, Adolf Meyer and others helped provide acceptance of the psycho- 
analytic movement in the medical academic centers of Boston, 
Baltimore and New York. 

Freud's ideas attracted physicians outside as well as inside the psy- 
choanalytic movement, such as William Alanson White, director of St. 
Elizabeth’s Hospital in Washington, DC, who had learned from Meyer 
to study patients’ “mental makeup” and life experience. Psychiatric 
hospitals and medical schools began to employ and teach psychoana- 
lytic techniques, influential medical textbooks sympathetic to psycho- 
analysis appeared, and between the time of Freud’s visit in 1909 and 
the end of World War I in 1918, the number of interested physicians 
had markedly increased across the country. 

The pervasive influence of Adolf Meyer, the most influential psychi- 
atrist on the American scene between the two World Wars, was also 
important. Because psychoanalysis emphasized psychological and en- 
vironmental factors rather than heredity and somatic disturbances, 
Meyer initially found Freud’s approach stimulating in his own explora- 
tions and critiques of dementia praecox, as well as in his psychobiologi- 
cal efforts to break through a rigid body/mind dualism. Although he 
never fully embraced psychoanalytic concepts or methods, in 1930 he 
stated that Freud had organized and articulated psychological tenets 
more telling than any in the previous 30 years, in terms close to the 
“heart of passion and conflict” (Hale, 1971). 

The social climate in the United States also nurtured the belief in cure 
of mental illness through treatment focused on psychological conflict, 
repression, childhood experience and dreams. The psychoanalytic ap- 
proach came to be regarded as having clinical value and theoretical 
significance. Garnering support from diverse professional, academic 
and lay sources, psychoanalysis established an influential position in 
American psychiatry and culture. 

During the early history of the psychoanalytic movement, its 
theorists and clinicians accepted the basic Kraepelinian views of no- 
sology. Moreover, in many ways, Freud was the “Kraepelin of the 
psychoneuroses,” having written many of the original descriptions of 
anxiety neuroses, obsessive-compulsive states, conversion hysteria and 
Phobia. Freud himself wrote a number of important papers on the 
distinction between neuroses and psychoses, basing the distinction on 
a number of criteria: (1) regression from secondary to primary thinking, 
(2) different levels in fixation of psychosexual development, (3) the 
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Social Psychiatry 


Adolf Meyer’s psychobiology extended the Darwinian principle of bi- 
ological adaptation to include the human organism's psychic adapta- 
tion to its social environment. In Meyer’s view, psychiatric illness 
represented an attempt, or usually the failure of an attempt, by the 
individual to cope with environmental demands. In his writings, how- 
ever, Meyer was vague as to the specific psychopathogenic characteris- 
tics of the social environment or how they were related to the 
emergence of specific mental illnesses. However, his students, espe- 
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social class and schizophrenia. Moreover, they documented the power- 


ful influence of social class on availability of treatment resources and 
health-seeking behavior. 


(2) Stress. During World War II, an extensive social science research 
program was conducted by the U.S. Army that included efforts relating 
neurotic symptoms to combat stress (Stouffer, 1950). Although military 
personnel had passed extensive Selective Service medical and psychi- 
atric screenings prior to induction, some among them nonetheless 
developed psychiatric symptoms during combat. Researchers thus con- 
cluded that combat neuroses were precipitated by stress rather than 
caused by predisposing vulnerability. 


The thesis that mental illness in the military was due to precipitating 
stress factors led to many studies on the relationship between psycho- 
social life events and mental disorders in civilian life. Holmes and Rahe 
(1967), for example, initiated a series of studies on the role of various 
stressors in increasing the relative risk of becoming ill; natural disasters 
(such as hurricanes and floods), life events (such as grief or loss of a 
job), and economic changes (such as the closing of an industrial plant) 
were selected as known to increase risk of medical and mental illness. 


(3) Civilization and urbanization. The earliest speculations as to the 
causes of mental illness arose during the Enlightenment when mental 
illness was viewed as the result of civilization. Rousseau’s concept of 
the “happy savage” was reflected in the epidemiologic hypothesis that 
mental illness does not occur in the natural (i.e., uncivilized) state of 
man, an hypothesis that Srole and Fischer (1980) refer to as the “para- 
dise lost” doctrine of mental illness. This romantic view of primitive 
societies rested on the assumption that these societies do not have 
psychoses, an assumption contradicted by cross-cultural research dem- 
onstrating that mental illnesses, including psychosis, occur widely 
throughout both literate and nonliterate societies (Murphy, 1976). 


Goldhammer and Marshall (1953) also tested this hypothesis using 
data on rates of mental hospitalizations in Massachusetts. Their re- 
Search indicated that when the rates are corrected for the changing age 
distribution of the population, no trend toward increased hospitaliza- 
tion because of psychoses during any particular time period could be 
documented for patients below the age of 50 since the 19th century. 


_ Closely related to civilization as a focal point for social psychiatric 
Investigation is urbanization associated with view that urban social life 
as adverse mental health effects. This epidemiological thesis predicts 


that mental illness will be more prevalent in urban than rural com- 
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(4) The social structure of mental institutions. After World War II, a num- 
ber of successful collaborations were undertaken between psychiatrists 
and sociologists to investigate the social, psychological and institu- 
tional characteristics of mental hospitals. These studies demonstrated 
the adverse impact of the mental hospital social structure on clinical 
outcome. Excessive bureaucracy, hierarchical authority structure, the 
power exerted by nonprofessionals and the pervasive role of ideology 
were emphasized. These findings revived interest in the moral therapy 
of the early 19th century, with its emphasis on the individual and the 
role of the institutional environment in actively promoting recovery. 
The results of these investigations questioned whether much, or even 
all, of the clinical features associated with schizophrenia and other 
chronic psychoses were due to the intrinsic nature of the illness or to 
the depersonalizing and dependency-producing features of the social 
environment of the institution. 
eee the rae of “Institutional neuroses” was proposed to 
or these effects. In the United States, Gruenberg (1966) iden- 
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The social psychiatry school made two main contributions to re- 
search: (1) Its efforts enlarged the scope of psychiatric research concerns 
by focusing on institutions and large populations; and (2) it brought 
social science theory and methodology into the field of psychiatric 
research. Although psychiatric epidemiologic efforts have broadened 
the class of relevant independent variables (the causal risk factors) 
associated with mental illness, students of social epidemiology have 
paid relatively less attention to the dependent variables (the specific 
mental disorders). 

There was, in fact, a tendency in many epidemiologic studies after 
World War II to depreciate specific diagnoses and to rely upon unidi- 
mensional disability and mental impairment scales (Weissman and 
Klerman, 1978). This tendency was reversed with the application of the 
Research Diagnostic Criteria (RDC) and other new techniques in commu- 
nity surveys. NIMH developed the Epidemiologic Catchment Area 
(ECA) program which involved community surveys of large samples 
of patients at multiple sites using a structured interview, and the Diag- 
nostic Interview Schedule (DIS) formulated by Robins (1981), which al- 
lows for diagnostic assessment consistent with DSM-III categories. 
These efforts have provided a rapprochement between the new empha- 
sis on diagnostic categories and the theoretical and methodological 
advances in sampling and measurement of social risk factors developed 
by social psychiatric researchers. 


proportion of chronic social disa- 
7 c in = "v 
her than to the adverse effects of 


The Behavioral School 


A behavioral school of psychiatry emerged in North America in the 

1960s. Although its intellectual and scientific origins are to be found in 

the work of Pavlov and Schenechov in Russia and the early writings of 

Watson on behaviorism in the United States, the main theoretical sup- 

aed for contemporary behaviorism is derived from the work of B.F. 
nner. 

The growth of behaviorism as a psychiatric school was associated 
with considerable controversy and tension between M.D. psychiatrists 
and Ph.D. clinical psychologists. Most behavior therapists and re- 
Searchers hold Ph.D.s, although a sizable and influential minority are 
behaviorally oriented psychiatrists. 

Whereas the main focus of behavior therapy, research and practice 
has been on the treatment of symptomatic states, such as phobias, 
Obsessive-compulsive states or sexual dysfunction, a number of theo- 
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London (1971) called attention to the strong ideological components 
in the behavioral approach. He argued that the claims by behaviorists 
that learning theory provides a scientific basis for clinical practice, as 
well as their attack on mental entities, appear to him to be related more 
to the need of behavior therapists to separate themselves from their 
psychoanalytic and psychiatric colleagues than to a large body of di- 
rectly relevant scientific evidence. 
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V. Research Approaches to the Diagnosis and 
Classification of Selected Disorders 
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manic, schizoaffective and depressive psychoses. Moreover, the e> 
panded diagnostic category of schizophrenia came to include many 
nonpsychotic states, characterized by chronic difficulties in social ad- 
justment, impairment of personality functions and regressive phenom- 
ena, even though these states might not involve impairment of reality 
testing or loss of higher mental functions. 

In the 1960s, a number of efforts led to a reevaluation of the broad 
concept of schizophrenia and the movement toward a narrower defini- 
tion. These include: 


1) The U.S.-U.K. Diagnostic Project. In the late 1950s, M. Kramer, head of 
the NIMH Biometrics Program, took note of the marked discrepancy 
between the United States and the United Kingdom regarding the 
numbers (in rates per 100,000) of patients hospitalized and diag- 
nosed as schizophrenic or depressive in each country. He questioned 
the extent to which these statistics reflected true differences in the 
incidence and prevalence of the disorders or were due to diagnostic 
differences. Kramer (1969) and Zubin (1969) at the New York State 
Psychiatric Institute enlisted colleagues at Maudsley Hospital, no- 
tably Wing and Cooper (1974), to launch the U.S.-UK. joint project. 
Collaborative research teams were organized in London and in New 
York, and standardized interview instruments were developed, in- 
dexing Wing’s Present State Examination (PSE): This study docu- 
mented that the U.S.-U.K. differences in hospitalization rates were 
mainly due to the different criteria employed in making diagnoses: 
The British psychiatrists were found to be more likely to diagnose 
affective disorders for cases that US. psychiatrists diagnosed as 
schizophrenic. 


2) The advent of lithium. Support for a narrower diagnostic concept of 


schizophrenia was provided by the efficacy of lithium for bipolar 
patients. This clinical advance permitted a reduction in the number 
of patients diagnosed as schizophrenic by removing those with 
manic symptoms, particularly excitement and Overactivity, from the 
large psychiatric group. In addition, the reports that some patients 
clinically diagnosed as schizophrenic or paranoid also responded to 
lithium prompted further reassessment of diagnostic practices. 


3) The development of standardized criteria. The diagnostic criteria first 


described by Feighner and the St. Louis group (1972) were found 
applicable to several research efforts requiring more specific means 
for distinguishing patient classes. These criteria were later incor- 
porated and expanded into the Research Diagnostic Criteria (RDC) 
developed by Spitzer, Endicott and Robins (1975) for the NIMH 
Psychobiology Program (Katz & Klerman, 1979) and then into the 
DSM-III and the DSM-III-R. 
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ees and practitioners of the interpersonal school eee to 
emphasize psychosocial and psychotherapeutic factors with the % iz- 
ophrenic patient and/or the family, although these efforts are less 
prominent than in the 1950s and 1960s. Through the formulation of 
multidimensional assessments that include social adjustment, family 
relations, personality and occupational factors, and community inte- 
gration, their work has broadened the range of outcomes to include 
more than changes in symptoms. 

After the studies on New Haven reported by Hollingshead and 
Redlich (1958), social psychiatric researchers focused their efforts in the 
1960s on the role of social class in relation to schizophrenia. This line 
of research seems to have reached an impasse, with relatively little 
resolution of the controversy as to whether the social class differences 
among individuals with the illness reflect true differences in incidence 
and prevalence, or differences in access to and utilization of treatment 
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1 ent issue also remains un : Does 
the accumulation of treated cases in th ec 


reflect social drift within and/or across 


prominent in these efforts 


The American fascinati 
tion with th 
Was associated with little ; e broad defini; ; 
casional oe nue Interest in Other oF Se Oe: 
sae on Paranoid psychoses. a the debate 


The ¢ Ontemporary American Scen¢ 


continues as to whether Paranoid states are to be subsumed under 
schizophrenia or should be regarded as a distinct diagnostic group. The 
schizoaffective diagnosis has not gained wide acceptance in U.S. clini- 
cal practice and the studies devoted to its description or validation 
remain relatively few. The “third psychosis,” schizoaffective states and 
cycloid psychoses, have slowly gained attention among researchers 
(Winokur, McCabe, Tsuang and Clayton, Guze). 


The Affective Disorders 


DSM-II and the ICD-8 did not group the affective disorders as one 
diagnostic class, but separated them into the psychotic and neurotic 
categories. The recent trend in the United States has been to group the 
affective disorders together as a diagnostic class, a tendency that has 
minimized, but not eliminated, the distinction between psychotic and 
neurotic forms. This trend is clear in research employing the RDC, as 
well as in the formulation of the large category comprising all affective 
disorders in the DSM-III and DSM-III-R. The creation of this category 
with several subclasses was based on the large body of research during 
the 1960s and 1970s on psychopathologic, biological and therapeutic 
aspects of depression and mania. 

The concept of bipolar affective disorder has been widely accepted 
for its clinical utility in predicting positive response to lithium and 
adverse response to tricyclics, and has proven a strong spur to research 
on genetic and biochemical aspects of the disorders. 

The concept of unipolar depression is less well accepted. All that is 
not bipolar is not unipolar. DSM-III does not specify a unipolar cate- 
gory. 

The concept of neurotic depression has been radically revised. De- 
fined in terms of multiplicity of factors, including long-term personality 
difficulties, precipitation by acute stress, underlying unconscious con- 
flicts, as well as others, the DSM-II diagnosis of psychoneurotic depres- 
Sive reaction was among the most common diagnoses in clinical 
Practice. Research and clinical experience have increasingly questioned 
the utility and validity of this concept (Klerman et al., 1979; Akiskal, 
1978), contributing to the deletion of the diagnostic category in the 
DSM-III. 

Considerable research on the role of life events as possible precipi- 
tants of various forms of affective disorder has led to a questioning of 
the validity of a separate category of “reactive” or “situational” depres- 
sion (Hirschfeld, 1980). Although life events may increase the risk for 
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A major advance in classification of affective disorders was the pro- 
posal by Robins and Guze (1972) to separate primary and secondary 
depressions when using the criterion of temporal coexistence of other 
psychiatric conditions, particularly schizophrenia and alcoholism. Kler- 
man and Barrett (1973) proposed that the diagnosis of secondary de- 
pression be extended to include conditions associated with preexisting 
medical disorder or drug reactions. The occurrence of mania secondary 
to medical conditions has led to a proposal for the diagnostic category 
of secondary mania (Krauthammer & Klerman, 1978). 

The large number of ambulatory patients with symptoms of both 
anxiety and depression generates nosological confusion and diagnostic 
uncertainty. In clinical practice, the coexistence of both symptoms tends 
to be diagnosed as anxiety disorder, most often treated with antianxiety 
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Disorders Previously Considered “Neurotic” Conditions 


The decision to eliminate “neurotic conditions” as a separate category 
in DSM-III has generated considerable controversy. Many members of 
the clinical and academic community, particularly those influenced by 
psychodynamic thinking, have reacted negatively to this decision. The 
rationale governing this change was based on dissatisfaction with the 
vagueness of criteria for separating psychotic from neurotic conditions. 
Also, more significantly, there was concern that the terms “neurotic” 
and “psychotic” had become confounded with etiological presump- 
tions—psychotic conditions were presumed of constitutional, genetic 
or biochemical origin, while neurotic conditions resulted from environ- 
mental, personality or psychosocial factors. 

Within the group of conditions categorized diagnostically as “neu- 
rotic” in DSM-II, and still grouped as such in the ICD-9, the individual 
disorders remain relatively unchanged, although their grouping has 
been changed. Obsessive-compulsive and generalized anxiety dis- 
orders are subsumed in DSM-III under the larger category of anxiety 
disorders. Within this category, panic disorder and agoraphobia have 
been separated from other phobias. The justification for this change 
rests not only on differences in subjective experience and clinical 
course, but also on differences in treatment response. In clinical trials, 
agoraphobia and panic attacks have been shown to be relatively unre- 
sponsive to antianxiety drugs of the benzodiazepoxide type other than 

a> alprazolam, but responsive to tricyclic antidepressants and MAO inhib- 
oe. - itOrs.- 

Sapie Behavior treatment has proved increasingly effective with agorapho- 
___ bie patients in the United States and in the United Kingdom. However, 
¥ many English thinkers do not accept Klein’s distinction between panic 
= rder and generalized anxiety, and the division of agoraphobia from 
r forms of phobias. Further research will be required to reconcile 
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Personality Disorders 


Recent American trends with regard to the diagnostic classification of 
personality disorders have been reviewed comprehensively by Frances 
(1980) and also by Vaillant and Perry (1980). Both papers discuss a 
number of important trends on the American scene with regard to 
nosology and research of these disorders. 

Dimensions of the disordered personality and the healthy individual 
are both similar and vastly different. While in some instances the 
clinical disorders (obsessive-compulsive states) appear to be quantita- 
tive extensions of healthy mechanisms, in other instances they appear 
to be discontinuous from normal behavior, as in the case of the antiso- 
cial personality. In the case of psychodynamic ego, their manifestations 
are modified adaptively in healthy individuals and are greatly different 
from manifestations seen as clinical conditions meriting treatment. Yet 
they are the same defenses. 

Most researchers on personality in ps i i 
assessment methods relying Beanlly: on ae hoa ater Ree acter 
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most are “narcissistic personality disorder” and “borderline personal- 
ity disorder.” Narcissistic personality disorder is based on concepts of 
American psychoanalytic writing and practice articulated by Kohut 
and his associates (1966, 1971). The reliability, validity and correlates of 
narcissistic personality disorder are being systematically studied. 

The borderline personality disorder was originally described by 
Knight (1953), who delineated borderline schizophrenic states in a 
similar manner to prior descriptions of “latent” or “ambulatory” schiz- 
ophrenia. Knight's ideas also contributed to the extensions of the defi- 
nition of schizophrenia. In the mid-1960s, a gradual shift in focus 
occurred with the publication of a number of papers focused on endur- 
ing personality features rather than the transient psychotic states. The 
earlier concept of borderline schizophrenia with transient psychiatric 
states has been incorporated in DSM-III as “schizotypic personality 
disorder,” a disorder presumably different from the borderline per- 
sonality disorder. Efforts have been made to apply quantitative psycho- 
metric approaches for the diagnosis and treatment of the borderline 
personality disorder, particularly in the work of Gunderson and Singer 
(1975), Grinker (1977), and Perry and Klerman (1978). 

A number of the classic personality disorders remained relatively 
unchanged in DSM-III: paranoid personality disorder, schizoid per- 
sonality disorder, histrionic personality disorder (previously called 
hysterical personality), antisocial personality disorder (previously 
called sociopathy), compulsive personality disorder and dependent 
personality disorder. Evidence for the diagnostic validity of dependent 
personality and passive personality disorders remains relatively 
meager. 

The decision to retain histrionic personality disorder (hysterical per- 
sonality disorder) is the subject of continuing controversy and has come 
under increasing fire from the feminist movement, which criticizes the 
criteria as reflecting a male definition of femininity. The stereotypic 
characterization of hysteria remains a source of contention, despite 
attempts to validate the disorder by clinical and psychological studies, 

In the opinion of most clinicians and investigators, the multiaxial 
approach of DSM-III for the diagnosis of personality disorders repre- 
sents a major advance, corresponding more to the diversity of patient 
characteristics occurring in clinical experience than is usually included 
In official diagnostic nomenclature. Nonetheless, further work on Axis 
Il is required in order to include disturbances of personality function- 
Ing Not meeting the criteria for a “disorder,” but of clinical importance, 
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gene CD se dolf Meyer, with its emphasis on the interrelation 
of experience, habit and adaptation, along with the psychosexual de- 
velopment theories of psychoanalysis introduced in the United States 
in the first decades of the 20th century, provided the theoretical basis 
for new guidance center programs. 

The current subspecialty of child psychiatry reflects, in many impor- 
tant ways, its early beginnings in the child guidance centers where 
emphasis was on the child’s early experience, parental childrearing 
practices, the socioenvironmental influences on formation of symp- 


toms, and psychotherapy of the child and parents as the major ther- 
apeutic intervention. 


The special section in DSM-III devoted to disorders of children and 
adolescents includes several inn 
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A large group of conditions are grouped together as “conduct dis- 
order.” This category remains vaguely described and a subject of un- 
certainty, inasmuch as the major manifestations usually involve social 
maladjustment, most often presented in the school setting. Considera- 
bly greater specificity occurs in the area of eating disorders and the 
development of operational criteria for anorexia nervosa and bulimia. 

A new category, “separation anxiety,” groups together mani- 
festations previously referred to as “school refusal” and “school pho- 
bia.” Here, as with the attention deficit disorder, there is a presumption 
of an underlying psychic mechanism—in this case a special form of 
anxiety—for these behaviors. Diagnosis is thus made on this basis, as 
well as on specific behavioral manifestations. To this extent, the DSM- 
III deviates from its own precepts, indicating that further work in these 
areas is required. 

Another addition—“identity disorder” in adolescence—is derived 
from the writings of Erikson (1968) and incorporates a widely dis- 
cussed developmental concept derived from the psychoanalytic school. 

The reaction of child psychiatry clinicians to DSM-III in the United 
States has been very mixed. In the early stages of the development of 
the DSM-III, the clinicians objected that the criteria emphasized de- 
scriptive psychopathology unduly and paid insufficient attention to 
personality dynamics and developmental processes. Despite the con- 
troversy and criticisms, however, the development of the DSM-III has 
provided considerable stimulus to research on diagnostic evaluations 
and efforts to establish the validity of many of the newer disorders, as 
well as to clarify the criteria for the more traditional disorders. 

Advances in biological psychiatry have been slowly extended to 
infancy, childhood and adolescence. Most evident are those in the areas 
of mental retardation and the emotional states, particularly depression, 
and the various movement disorders. With regard to the latter group, 
Tourette’s disorder, in particular, has been the subject of considerable 
research on family background and response to medication. The influ- 
ence of biological research techniques is also seen in the distinction 
between sleepwalking disorder and sleep terror disorder, and the in- 
corporation of research findings using sleep EEG. 

The influence of developmental psychology and behavioral tech- 
niques are seen in the classification of criteria for reading disorders and 
related problems in language, arithmetic and other areas of learning 
disability. These are now incorporated in Axis Il of DSM-III, which 
focuses on developmental disorders of childhood and adolescence. 
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oedied with them are grouped in the DSM-III category of organic 
mental disorders. Among the advances in this area is the delineation of 
a separate category for multiinfarct dementia, representing a modifica- 
tion of previous thinking. In the past, many of the dementias associated 
with aging were attributed to generalized arteriosclerosis. It is now 
agreed that the cardiovascular events of thrombosis and hemorrhage 
resulting in infarction, rather than the diffuse vascular disease per se, 
contribute significantly to organic mental disorder. 

Alzheimer’s disease and Pick’s disease, conditions previously re- 
garded separately, are now grouped as primary degenerative demen- 
tia. This condition is often called primary dementia of the Alzheimer 
type. 

Considerable advances in neuropathology and molecular biology 
have been made with regard to primary degenerative dementia. Neu- 
rofibrillary tangles have been identified as a specific neuropathologic 
finding, and their chemical OS : a 8 8 
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first half of the 20th century paid relatively little attention to alco- 
holism. Psychoanalytically oriented approaches had interpreted alco- 
hol abuse and resultant medical and psychiatric problems as behavioral 
consequences of pervasive antecedent personality disorders, drawing 
attention to personality features such as latent homosexuality, depend- 
ency, passivity, orality and inability to tolerate anxiety, depression and 
frustration. These personality formulations have generated negative 
reactions among many alcoholic patients and those in the alcoholism 
organizations such as Alcoholics Anonymous (AA) and the National 
Council on Alcoholism (NCA). 

The DSM-III diagnostic nomenclature incorporates the recommenda- 
tion of numerous WHO committees that have proposed the term “al- 
cohol dependency” in place of imprecise terms such as “addiction.” The 
concept of “alcohol dependence” represents extension into the field of 
alcoholism concepts originally developed with regard to drug abuse. In 
DSM-III, alcohol dependence is differentiated from “alcohol abuse,” the 
latter being characterized by excessive use of alcohol with associated 
social, psychological and health impairments. Epidemiologic studies 
have indicated a high prevalence of both alcohol dependence and 
alcohol abuse in the United States and have identified important risk 
factors in modes of use and abuse by sex, age and social background. 

Recent research in biological psychiatry has emphasized the role of 
genetic and familial factors. In their Danish study, D. Goodwin and 
associates (1976) employed cross-rearing techniques to disentangle ge- 
netic from environmental influences on the adopted offspring of alco- 
holic patients identified through the Danish case registry. They 
interpret the findings as suggesting a strong genetic influence. 

In a parallel fashion, Winokur and associates (1970) have drawn 
attention to the high co-morbidity of alcoholism and depression, and 
suggested possible common predisposition. The co-morbidity of alco- 
holism and depression has been noted in clinical settings, particularly 
since the application of standardized interview techniques such as the 
SADS, DIS and standardized diagnostic criteria such as the RDC and 
DSM-III. The high ratio of males to females among alcoholics is at- 
tributed in some interpersonal and social psychiatric circles to the social 
channeling of subclinical depressive/dysphoric features. The hypothe- 
sis is that men treat their dysphoric symptoms with alcohol, and that 
alcoholism abuse and alcohol dependence may mask an underlying 
affective illness. Women, on the other hand, more frequently manifest 
depressive or dysphoric symptoms with less coexistence of alcoholism, 
and are thus diagnosed as psychiatrically ill earlier in the course of their 
affective illness. 

An association between bipolar illness and alcoholism has also 
gained increasing attention (Winokur et al., 1969). A number of clinical 
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ethnic groups. The influence of social and cultural values and family 
interaction patterns have been investigated to account for variations in 
rates among different ethnic groups. 

The interpersonal school has drawn attention to the role of intra- 
familial dynamics in perpetuating alcoholic behavior. The special bur- 
den of the illness on spouses of alcoholics, particularly wives, and on 
children have been the focus of concern in the alcoholism community, 
particularly through Alanon. 

The behavioral school has been mainly involved in the development 
of therapeutic interventions based upon conditioning paradigms. The 
use of antabuse and aversive conditioning with drugs, such as Emetine, 
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major research on the pharmacol IOV of narcotic arugs ind tne clini 
manifestations of their use. This unit is now located in B iltimore, 
Maryland. 


Between World Wars I and II, interest extended to other classes of 
drugs, including marijuana, barbiturates and amphetamines. Concern 
accelerated after World War II over the rapid expansion of the use of 
heroin, amphetamines and marijuana as well as the new synthetic 
hallucinogens, LSD and PCP. These concerns were reflected in increas- 
ing scientific research, the creation by Congress of the National Insti- 
tute on Drug Abuse (NIDA), and controversy surrounding the social, 
legal and treatment aspects of drug abuse. The “amotivational syn- 
drome” described by a number of clinicians has not been completely 
validated and remains another source of controversy. 

This section has reviewed the current state of research and theory in 
selected diagnostic groups. For each disorder, the approach to diagno- 
sis and related research activities has been discussed in terms of the foci 
of the major schools. The framework for discussion has been predomi- 
nantly, but not exclusively, the classification embodied in DSM-III. 


VI. Conclusions 


Heinz Lehmann’s observation in 1970 that North American psychiatry 
was on the verge of a revival of interest in diagnosis has proven 
prophetic. The 1970s witnessed a series of major developments in clini- 
cal psychopathology leading to the reaffirmation of the concepts of 
discrete disorders and of the importance for research, training and 
clinical practice of reliable and well-validated criteria for diagnosis and 
classification. 

The current period is one of considerable activity in the area of 
diagnosis and classification in relation to psychopathology. Oper- 
ational criteria, improved techniques for developing reliability and 
clarification of the nature of validity, which were crystallized in the 
development of the DSM-III, have diffused rapidly throughout the 
research community and into the clinical community as well. 

The schools of American psychiatry have reacted to these develop- 
ments with varying degrees of involvement. The greatest acceptance 
has been by the biological school because of the application of these 
concepts toward understanding the actions of the new psychopharma- 
cologic agents. The social psychiatry school has rapidly incorporated 
these diagnostic techniques in new and important epidemiologic stud- 
les attempting to determine the incidence and prevalence of psychiatric 
disorders, as well as to ascertain psychosocial, familial and biological 
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While there is recognition that the availability of operational criteria 


has improved reliability and clarified many problems, a number of 
issues remain unresolved. These include the overlap between affective 
states and schizophrenia, including the unsettled status of schizo-affec- 
tive states; the best manner in which to subdivide affective disorders; 
and the cross-diagnosis of alcoholism and drug abuse, on the one hand, 
and, on the other hand, the diagnostic relation between alcoholism 
and/or drug abuse and other psychiatric syndromes. In the areas of 
clinical care and research, efforts are underway to find laboratory and 
other nonclinical procedures to supplement clinical diagnostic criteria. 
The most difficult problems, however, are with the personality dis- 
orders and developmental states included in Axis II, where the research 
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A Brief History of Psychiatric 
Classification in Britain 


R. E. Kendell* 
Historical Background 


17th and 18th Centuries 


The historical origins of the diagnostic concepts of British psychiatrists 
are difficult to define with any clarity. They are woven into the history 
and prehistory of psychiatry and have much in common with those of 
the French and German schools, particularly with the former. Although 
classifications of disease in which different varieties of madness figured 
prominently were developed in the 17th century by Robert Burton and 
Thomas Willis, both were essentially Galenical, and in neither case does 
the author’s reputation rest on the classification or the diagnostic con- 
cepts they introduced. The first, and perhaps the only, British classifi- 
cation to achieve worldwide influence was that of the Edinburgh 
physician William Cullen. His Synopsis and Nosology, published in 1769, 
was an elaborate and grandiose attempt to classify illness according to 
the Linnaean principle of classes, orders, genera and species. It is to him 
that we owe the term neurosis, introduced as a generic title for all 
mental disorders. Cullen assigned the second class of his classification 
to these neuroses, subdivided into 4 orders, 27 genera and over 100 
species, and including a large group of “vesaniae,” paranoid illnesses 
he described in detail in a later book, First Lines of the Practice of Physik. 
His classification owed its inspiration and much of its reputation to the 
earlier work of the botanist physicians, Boissier de Sauvages and Carl 
von Linné, and it was not long before its complexity and pretentions 
provoked a sceptical reaction. In 1782, Thomas Arnold poured scorn on 
Cullen and his fellow “botanical nosologists” and insisted that there 
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The conflict between complexity and oo aneaged te; 
dispute persisted throughout the 19th ar de iat ay 
absence of any agreed corpus of knowledge abou ~ “ - if y mad 
ness or any specific treatments, the matter was not oy ge8 ces 
lution. One man’s opinion was as good as another s, and as a result 
many asylums had private classifications of their own, reflecting the 
personal views of the physician superintendent. David Skae, for ex- 
ample, recognized 27 varieties of insanity, mostly of his own inventior 
His classification was used by a number of his friends and pupils, but 
when Clouston, his successor at the Edinburgh Royal Asylum, urged 
its more general adoption, it was rejected out of hand by Crichtor 
Browne (Chrichton Browne, 1875) as being “philosophically unsound, 
scientifically inaccurate and practically useless.” 

Throughout the 19th century, most theoretical or conceptual—as op- 
posed to administrative or therapeutic—innovations were derived 
from French or German writers: Pinel, Esquirol and Heinroth in the 
first half of the century; Wernicke, Morel and Charcot in the second. 
The one important diagnostic concept to be introduced by a British 
alienist in that era was Prichard’s moral insanity—“a morbid perver- 
eaened ie eo pee and active powers, without any illusion 
“sometimes abet whekor cramped oak: ea tat 
bent ; : of the intellectu li- 
ties (Prichard, 1835). This novel extension of the boundaries of ‘sean 
ity led to the now defunct legal concepts of the moral imbecil 
and moral defective (1927), and ultimately to the rag ae) 
Bal peyeopal concept of the antiso- 
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remarked, and that being so, the simple behavioural classification of 
Esquirol was preferable to more elaborate and pretentious alterna tives 
(Crichton Browne, 1875). This attitude was shared by Henry Maudsley, 
the dominant intellect of the day. In the 3rd edition of his Pathology of 
Mind (1879), he defended his preference for a simple symptom-based 
classification as follows: 


This necessity of calling up by a general term the conception of a certain 
co-existence and sequence of symptoms is a reason why the old classification 
holds its ground against classifications that are alleged to be more scientific; it 
is good as far as it goes, but it by no means goes to the root of the matter; 
whereas the classifications which pretend to go to the root of the matter go 
beyond what knowledge warrants and are radically faulty. 


In the 1895 edition he was even more explicit: 


I have purposely avoided mention of the numerous and elaborate classifica- 
tions which, in almost distracting succession, have been formally proposed as 
exhaustive and tacitly condemned as useless. For the same reason I have 
shunned the use of the many learned names—of Greek, Latin and GraecoLatin 
derivation—which have been invented in appalling numbers often to denote 
simple things and sometimes, it may be feared, with the effect of confounding 
apprehension of them. Insanities are not really so different from sanities that 
they need a new and a special language to describe them; nor are they so 
separated from other nervous disorders by lines of demarcation as to render it 
wise to distinguish every feature of them by a special technical nomenclature. 


The first attempt to introduce a uniform classification of mental 
disorders throughout the country was made by the Statistical Com- 
mittee of the Royal Medico-Psychological Association in 1881 (Statisti- 
cal Committee of the Medico-Psychological Association, 1882). It was a 
simple classification consisting of congenital mental deficiency (with or 
without epilepsy), acquired epilepsy, general paralysis of the insane, 
four types of dementia, five of melancholia and six of mania. Its authors 
expressed the modest hope that even if “some Superintendents will 
prefer not to follow the subclasses it is hoped that all will be willing to 
adopt the primary classes, and that uniformity of classification will to 
this extent be attained.” They were quickly disillusioned. Despite the 
efforts of their energetic and influential chairman, Hack Tuke, and a 
series of revisions in 1904, 1905 and 1906, most of the Association’s 
members continued to use their own private classifications, and the 
attempt to achieve uniformity was finally abandoned when the radi- 
cally new concepts introduced by Kraepelin and Bleuler threw every- 
thing into a state of flux. An almost identical sequence of events took 
place in the United States of America. 
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development of new social and psychological forms of treatment rather 
than on diagnostic concepts and attitudes to classification. 

After the abandonment of the Royal Medico-Psychological Associa- 
tion’s attempt to introduce a uniform national classification at the end 
of the 19th century, .the main influence on diagnostic concepts was 
exerted by influential teachers, particularly through their textbooks. In 
the 1940s and 1950s Henderson and Gillespie’s textbook was pre-emi- 
nent, and as a result the concept of involutional melancholia and 
Henderson’s rather muddled ideas on psychopathy both gained wide 
currency. The publication of Mayer Gross’ textbook in 1954, however, 
resulted in a new emphasis on the importance of diagnostic distinctions 
between endogenous and reactive illnesses, and on the constitutional 
and genetic rather than the psychological and social determinants of 
psychiatric illness. 


British Psychiatry and the International 
Classification 


Soon after its formal creation in 1948, the WHO produced a 6th revision 
of the International Statistical Classification of Diseases, Injuries and 
Causes of Death. This was more important than it sounds because 
previous editions had been concerned only with causes of death, 
whereas this 1948 revision was for the first time a comprehensive 
nosology covering the whole range of disease—and so included a 
classification of mental illness. In fact, Section V of ICD-6, entitled 
Mental, Psychoneurotic and Personality Disorders, contained 10 cate- 
gories of psychosis, 9 of psychoneurosis and 7 of “disorders of charac- 
ter, behaviour and intelligence,” most of them subdivided further. This 
classification was adopted for official use in the United Kingdom, and 
since that time the successive editions of the International Classification 
have been used by the Ministry of Health and its successor, the Depart- 
ment of Health and Social Security, in all official documents and in its 
statistical analyses of admissions to mental hospitals and other psychi- 
atric inpatient units. This is not to say, however, that either ICD-6 or its 
successors have been widely used by British psychiatrists. Whether or 
not they were even aware of the existence of the International Classifi- 
cation, and in the 1950s many were not, most psychiatrists continued 
to use whatever diagnostic terms they thought fit, and the clerks and 
statisticians engaged in the compilation of statistical returns had to 
convert these into the official nomenclature as best they could. 

_ Unsatisfactory as this state of affairs was, from the point of view of 
the WHO it was less serious than that in most other countries, Al- 
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national or international, lay in the etiological implications of diagnos- 
tic terms, and that it was the objections of different schools of psychi- 
atry to each other’s assumptions about etiology that lay at the root of 
the problem. His answer to this problem, and his most important 
recommendation, was that all diagnoses should be explicitly shorn of 
their etiological implications and regarded simply as “operational defi- 
nitions” for certain specified types of abnormal behaviour. He also 
recommended that in future revisions of the International Classification 
the nomenclature should be accompanied by a companion glossary 
“available from the beginning in as many languages as possible.” 


Spurred on by this report and the chaotic situation it revealed, the 
WHO and its Expert Committee on Mental Health made strenuous 
efforts to improve the Mental Disorders Section of the International 
Classification, to persuade more countries to use it and to provide a 
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derived from the UK glossary. Nevertheless, this British glossary had 
serious limitations. In the first place, it had the inevitable shortcomings 
of any purely national glossary. Some categories, like latent schizo- 
phrenia, were defined in completely different ways from the other 
(American) national glossary to ICD-8, and the reactive psychoses in- 
troduced into ICD-8 at the urging of Norwegian and Danish psychi- 
atrists were described in terms that amounted to an invitation to ignore 
them. Secondly, and more fundamentally, none of the glossary’s defi- 
nitions were the operational definitions Stengel had advocated. They 
were thumbnail sketches describing the core of the concept in question 
tolerably well, but they gave little guidance on where its boundaries lay 
or what minimum criteria had to be met before the diagnosis was 
made. But perhaps most important of all, the glossary had little impact 
on the diagnostic practice of the majority of British psychiatrists. Al- 
though it was used by several groups for research purposes, a compari- 
son of the diagnoses given to two random samples of 1000 first 
admissions to English mental hospitals in1968 and 1971, i.e., before and 
after the introduction of the new nomenclature of ICD-8 and its com- 
panion glossary, revealed no detectable difference between the two 
(Kendell, 1973). In both, over one-third of all diagnoses could not be 
converted into any category at all in either ICD-6 or ICD-8, and the 
many new terms introduced in the latter, such as transient situational 
disturbance and reactive psychosis, were still conspicuously absent in 
1971. 

This study also shed light on the diagnostic predilections of English 
psychiatrists working outside the main teaching centres. It revealed the 
same preference for broadly based clinical syndromes and the same 
distrust of fine distinctions and etiological assumptions that Crichton 
Browne and Henry Maudsley had expressed almost a century before. 
Over 50% of all depressive illnesses were described simply as “Depres- 
sion” or “Depressive illness.” The majority of personality disorders and 
schizophrenic illnesses were likewise described simply as “Personality 
Disorder” and “Schizophrenia.” Indeed, the only schizophrenic sub- 
type to be diagnosed with any frequency was paranoid schizophrenia, 
and many of the classical diagnoses were remarkably rare. In the entire 
series of 2000 diagnoses, there were only three of melancholia and four 
of involutional melancholia. Even the diagnosis of manic-depressive 
psychosis appeared only 20 times. Similarly, in the schizophrenic do- 
main, there were only two diagnoses of catatonic schizophrenia, three 
of simple schizophrenia, five of hebephrenia and none at all of para- 
noia. Another notable characteristic, which presumably reflected a dis- 
trust of neat diagnostic boundaries, was the presence of many 
“half-and-half” diagnoses like “anxiety depression” and schizoaffective 


disorder. 
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and energy have been devoted to it, partly at least because it serves as 
a convenient arena for several broader disputes about the nature and 
classification of mental illness as a whole: whether mental illnesses are 
diseases or reaction types; whether they are independent entities or 
arbitrary concepts; whether they should be classified on the basis of 
their symptomatology, their etiology, their pathogenesis or a mixture 
of all three; and whether they are better portrayed by a topology or by 
dimensions. 

The controversy was started in 1926 by Edward Mapother, the first 
professor of psychiatry at the Maudsley hospital, suggesting that the 
distinction between neurosis and psychosis was primarily a matter of 
administrative convenience, and that there were no fundamental differ- 
ences between them. This heretical assertion led to a prolonged and at 
ion rather acrimonious debate about the relationship between psy- 
chotic and neurotic depressions; one school, headed by Crichton Miller 
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This increasing awareness of the vital importance of reliable ratings 
of symptomatology led to the development of structured interviewing 
methods. In the USA the lead was taken by Joseph Zubin’s Biometrics 
Research Unit in New York whose Mental Status Schedule and its succes- 
sor the Psychiatric Status Schedule stipulated the precise wording and 
the sequence of every question the patient was asked. In Britain, the 
initiative was taken by the Medical Research Council’s Social Psychi- 
atry Unit at the Maudsley Hospital, and that unit’s interest in psychotic 
illness led to the development of a semi-structured interview that al- 
lowed the interviewer significantly more freedom and flexibility. The 
Present State Examination developed by John Wing and his colleagues in 
the late 1960s struck the right balance between rigidity and flexibility 
and was also sufficiently comprehensive to cover the whole range of 
functional illness (Wing et al., 1974). It was therefore well suited to the 
study of psychotic symptomatology and was soon used extensively 
poth in Britain and further afield. Indeed, it became the main clinical 
instrument in the International Pilot Study of Schizophrenia and also 
in the US/UK Diagnostic Project. The primary purpose of the latter was 

; to investigate the major differences—of up to 20-fold in some age 
. groups—in hospital first-admission rates for schizophrenia and manic 
depressive illness between the USA and England and Wales. Represen- 
tative samples of patients were examined in New York and London 
using the Present State Examination and other structured interviewing 
methods and the same diagnostic criteria applied to both (Cooper et al. 
1972). In the event the huge differences in observed admission rates in 
___ the two countries proved to be due entirely to differences in diagnostic 
criteria, American psychiatrists having a much broader concept of 
shrenia than their British counterparts and a correspondingly 
acept of manic depressive illness. Although in a sense 
ting finding, because it put an end to several 
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At the other end of the scale, the emerging specialty of child psychi- 
atry was attempting to develop a classification of childhood disorders. 
A WHO working party in 1967 agreed to experiment with a novel 
triaxial classification, and Rutter subsequently organized a formal com- 
parison of this new multiaxial classification and the existing ICD-8 
groupings. (Rutter et al., 1975). Although the reliability of ratings on its 
psychosocial stress axis was low, this new multiaxial classification 
proved superior to the uniaxial format of ICD-8 in most other respects. 
The clinical syndromes it recognized were more appropriate, it was 
better at handling psychiatric disorders associated with mental retarda- 
tion and physical illness, and it was preferred by the clinicians partici- 
pating in the study. 
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unravel the biological and social factors involved in the etiology of 
psychiatric disorders. 

British psychiatry does not have, and indeed never has had, any 
important diagnostic concepts of its own in the way that French, Amer- 
ican and Scandinavian psychiatry still do. There are several reasons for 
this. The United Kingdom has been committed to using the Inter- 
national Classification for longer than most other countries. Moreover, 
several British psychiatrists have played a prominent role in the discus- 
sions that have preceded the introduction of the last three revisions of 
the ICD and have often acted as consultants to the WHO. As a result, 
the format of the ICD has been influenced in many ways by our views 
and prejudices. On the other hand, our most important national preju- 
dice—a preference for a simple classification based on a small number 
of major syndromes—has been consistently thwarted by the need of the 
WHO to secure the agreement of as many countries as possible to the 
nomenclature of the ICD. Because it is always more important to in- 
dividual national representatives to ensure the inclusion of their own 
familiar diagnostic categories than it is to exclude other terms they do 
not wish to use, any international nomenclature has an innate tendency 
to expand. This is well exemplified by the variety of depressive ill- 
nesses recognized in successive revisions of the international classifica- 
tion. In ICD-6 and ICD-7 there were three varieties, in ICD-8 there were 
four and in ICD-9 there were no less than ten—even though much 
research in the interim had failed to validate even the primary subdi- 
vision into psychotic and neurotic depressions. 

Since 1980 attitudes to classification have been dominated by the 
American Psychiatric Association’s innovatory classification, DSM-III 
(APA, 1980). As in the United States there has been a clear divergence 
of views. The younger generation has welcomed the operational defi- 
nitions, multiple axes and novel format of this nomenclature, while 
some of their elders have remained skeptical of the value of inflexible 
definitions to experienced clinicians like themselves, and have also 
been affronted by the elimination of hallowed terms like hysteria, 
neurosis and manic-depressive psychosis. Despite widespread accep- 
tance of its basic principles, however, DSM-III has probably been used 
less in Britain either for research or for everyday clinical purposes than 
in most other English-speaking countries. This is partly because of a 
sense of commitment to the principle of an international classification, 

partly because home grown classificatory systems like Wing’s 
______CATEGO program were already available to most research workers, 
_ and partly also because earlier American criteria like the Research 
i Diagnostic Criteria of Spitzer, Endicott and Robins (1978) seemed pref- 
erable for many purposes. It seems certain, though, that ICD-10 will be 
___ welcomed and widely used when it is finally published in 1990, even 


%: 


R. E. Kendell 

f hiatrists ft 

roval of psychiatrists 
Renee lready complicated the rel 
ed by the original arch 
matology, avoids premature 
recognizes the overriding importance o} 
be capable of serving as an e Ffective 
d of this century. 


need to obtai 


kgro 
ergent cultural bac oan 
ch format and nomenclature prop 


is fi base 
The ICD-10 is firmly | 
assumptions about aetiology. “A 
reliability and is therefore likely Be tise ien 
international lingua franca, at leas 


though the 


References 


nostic and Statistical Manual of Mental 


: iatri iati 0) Dia 
American Psychiatric Association (1980) Diag D.C.: American Psychiatric Associa- 


Disorders, 3rd Edn. (DSM-III). Washington, 
tion. 
: land, J.R.M. and Simon 
Cc , ).E., Kendell, R.E., Gurland, BJ., Sharpe, L., Cope : ' 
Paar Psychiatric Diagnosis in New York and London. Maudsley Monograph 
No. 20, London: Oxford University Press. 
Crichton Browne, J. (1875) Skae’s classification of mental diseases: A critique. Jour- 
nal of Mental Science, 21, 339-365. 


General Register Office (1968) A Glossary of Mental Disorders. Studies on Medical 
and Population Subjects No. 22, London: HMSO. 


Kendell, R.E. (1973) The influence of the 1968 glossary on the diagnoses of English 
psychiatrists. British Journal of Psychiatry, 123, 527-530. 


Lewis, A.J. (1934) Melancholia: a clinical survey of depressive states. 
Mental Science, 80, 359-374. WioF depressive states. Journal of 


Maudsley, H. (1879) Physiology and Pathology of Mind. 3rd Ed. 


Prichard, J.C. (1835) Treatise on Insanity and : 
don: Sherwood, Gilbert and Piper. yand other Disorders Affecting the Mind. Lon- 


Roth, M. (1955) Th i : , 
Science, 101, 281-301 history of mental disorder in old age. Journal of Mental 


Rutter, M., Shaffer, D. and Sh Noes 
Peychintris Diet cece ae (1975) A Multi-Axial Classification of Child 


Spitzer, R.L., i i 
Schedule ome pepe and Cohen, J. (1970) The Psychiatric Status 
P functioning. Archives of General Psyc ee pay and impairment in role 
pitzer, RL, Endicott, J. and Robin ee 
1): s,E. (1 : . 
g Sere Group of Functional Diane Pomme Diagnostic Criteria ( RDC) for 
: titute. , ord edn. New York State Psychiatric 
pitzer, R.L., Fleiss, J.L., Burd 
Schedule: Rationale relishes ne and Hard 
eo onale, reliability and validity. ¢ 
Statistical Committee ; 
dations for atea tee ie Medico-Ps 
tion. Journal of Mental and addi 


Se AS. (1964) The Mental Status 
Omprehensive Psychiatry, 5, 384- 


aaa 


History of Psychiatric Classification in Britain 151 


Stengel, E. (1959) Classification of mental disorders. Bulletin of the World Health 
Organization, 21, 601-663. 


Wing, J.K., Cooper, J.E. and Sartorius, N. (1974) Description and Classification of 
Psychiatric Symptoms. Cambridge: Cambridge University Press. 


World Health Organization (1974) Glossary of Mental Disorders and Guide to their 
Classification. Geneva: WHO. 


6 


Diagnostic and Classification Tradition 
of Mental Disorders in the 20th Century 
in Scandinavia 


P. Bech* 


The development of the national classification systems in the Scandi- 
navian countries in this century is shown in Table 1. In Finland, the 
International Classification of Diseases (ICD) was adopted in 1936 
(ICD-4, ISI, 1929). Since 1952, the revisions of ICD by the World Health 
Organization (WHO) have been in use in Finland. The other Scandi- 
navian countries adopted ICD-8 in 1967 upon its release (WHO, 1967). 
In 1987, Finland, Norway and Sweden adopted ICD-9 (WHO, 1978), 
whereas Denmark still uses ICD-8. 


Table 1. Official classification systems of mental disorders in Scandinavia. 


NORWAY 


Minister of Health 
(1894) 


——__ 


DENMARK 


FINLAND 


Institute of Medicine 


Danish Psychiatric 
(1923) 


Association (1938) 


ICD-4 (ISI, 1929) 
Minister of Health from 1936 


Danish Psychiatric 
(1926) 


Association (1952) 
ICD-5 (ISI, 1938) 


ICD-8 (WHO, 1967) ICD-8 (WHO, 1967) ICD-6 (WHO, 1948) 


from 1952 


ICD-8 (WHO, 1967) 


ICD-9 (WHO, 1978) 
from 1987 


ICD-9 (WHO, 1978) 
from 1987 


ICD-7 (WHO, 1955) 


ICD-8 (WHO, 1967) 


ICD-9 (WHO, 1978) 
from 1987 


In the following, the Danish diagnostic tradition will be described in 
more detail. However, the diagnostic tradition in the other Scandi- 
navian countries has been very similar to the Danish. It is of interest 
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